The success of Alcoholics Anonymous as a social movement and ideology is beyond dispute, and its influence on the alcohol field, as discussed by Tournier (1), has been extremely pervasive. One interesting aspect of the growth of A.A. and its highly committed constituency has been the persuasive force of A.A. members and supporters in generating federal attention to and support for alcoholism treatment services. That support, in turn, has been an important factor in (1) prompting the identification of a broader range of individuals in need of treatment services, (2) supporting research to determine the nature of alcohol problems, and (3) promoting the development of innovative treatment approaches. Paradoxically, the knowledge derived from these activities can now be perceived as threatening the dominance, and perhaps even the viability, of the A.A. organization.
Although some would contend that the issue of alternatives to abstinence is the main source of this threat-surely it has been a focus of controversy-it is our contention that the real source of the threat goes far beyond treatment goals. More specifically, the continued sovereignty of the A.A. ideology is threatened by the rapidly increasing body of knowledge about all aspects of alcohol problems, including the identification of populations in need of services. The problem is most serious since it can be interpreted as intimidating the multitude of recovered alcoholics whose present philosophy of life centers on a rather literal allegiance to A.A. precepts. The threat will not recede, because it is largely founded on empirical evidence. Therefore, some kind of accommodation to these changing times seems imperative if A.A. is to remain viable. This being the case, how then can the viability of A.A. be preserved?
As Tournier has concisely stated, the role and influence of A.A., which have probably far exceeded those ever envisioned by its founders, must be redefined to serve those for whom it is most valuable and to accept the coexistence of alternative approaches. Also, for the welfare of potential members of A.A., it is important to determine the extent to which group membership can serve a treatment function for various types of persons having various types of alcohol problems. Clearly, there are a great many persons who attribute their recovery to joining A.A., but there are untold numbers of others who are reluctant to undergo the A.A. conversion experience. In some cases, this hesitancy may indeed reflect a process of denial or subliminal motivation to continue drinking. In such cases, perhaps alternative methods of treat-ment may be found to be more effective in encouraging those individuals to seek help. In other cases, however, such persons may not wish to identify with or accept the A.A. ideology and accompanying changes in lifestyle which seem to be necessary for full participation in the A.A. program. Such a stance need not be judged pathological; it can represent a rational decision. Moreover, there are serious problems involved in attempting to apply A.A. concepts to deal with early problem drinkers, individuals having serious psychopathologies in addition to alcohol problems, the young and various other populations.
In sum, it is ethically imperative that we determine for whom A.A. can be most helpful, for whom it has little value and for whom it may even be detrimental. In the end, evaluations can only benefit clients. If popular assertions regarding the efficacy of A.A. as a treatment are valid, then the results of such evaluations are likely to be supportive and persuasive. Furthermore, well-designed evaluations can be conducted without presenting a threat to the anonymity of A.A. members, as the preservation of participants' privacy and confidentiality is a stringent requirement for almost all current evaluation studies (certainly for all those directly or indirectly supported by federal funds or conducted by accredited programs). If A.A. is to be proselytized as an effective treatment, as has been clearly advocated by many, then its efficacy should be documented with the same degree of scientific scrutiny applied to other treatment programs. Since the A.A. organization has been gathering its own data in massive quantities during recent years, it can hardly be argued that allowing the implementation of soundly designed controlled investigations would violate A.A. traditions. But perhaps the most curious aspect of the present lack of evaluative data concerning A.A.'s effectiveness as a treatment is that there is little reason to believe that the results would be other than positive.
Although the gathering of data regarding A.A. efficacy would meet the ethical necessity of determining what types of persons can benefit most from participation in A.A., it would not resolve the matter of how the organization can remain viable in the face of evidence contradicting certain basic tenets of its ideology. And a viable organization is prerequisite to making its benefits available to new members. One can speculate that there are several ways in which the organization can retain its vitality, but its strengths must be based on those factors which are separate from the accumulating scientific evidence. Similarly, they must be consistent with empirical findings, lest the organization's credibility erode. Some of the many possible ways by which this strengthening accommodation might be achieved are enumerated below:
1. The steps and traditions of A.A. appear to provide a reasonable model of recovery for many and to resist corruption within the organization. Thus, they should be preserved. Perhaps this would best be accomplished by emphasizing a view of the prototypic A.A. alcoholic history and recovery process as an analogy rather than a reification. Admittedly, many A.A. members and advocates already adopt this orientation. However, it is too often the case that some individuals, especially those working in treatment programs and as counselors, insist on a literal interpretation of the Big Book.
2. The value of A.A. as a nondrinker alliance should be stressed; perhaps the greatest asset of A.A. is that it is an effective social and altruistic fellowship. Regardless of personal values, for the foreseeable future the nondrinker must live in a predominantly drinking society. There is safety and comfort in the fellowship of others who share similar difficulties, values and successes.
3. There must be a recognition in practice that A.A. cannot be all things to all people with all varieties of drinking problems. The target population for A.A. needs to be better specified, and indiscriminate evangelistic reeruiting of anyone who has any sort of drinking problem should be discouraged. In particular, there should be no derogation of those individuals, particularly problem drinkers, who choose to follow a different drummer in their attempts to recover. Currently, an individual who has recovered from alcohol problems and is able to drink without incurring adverse consequences faces a colossal task in convincing others of his or her recovery. To a large extent, this popular attitude of suspicion can be viewed as an unfortunate consequence of the pervasive influence of the A.A. ideology. Certainly such individuals are entitled to the same social acceptance and equity as those who achieve a purposeful abstinence.
Perhaps even the aforementioned suggestions will be viewed by some as threatening. Speaking from our own orientation, many of the threats perceived by A.A. members and their defenders seem to be exaggerated or based on misinformation. We and others who have been involved in research which has resulted in empirical findings contradicting A.A. concepts have made extensive efforts to be cautious and iudicious in our generalizations. Furthermore, we have explicitly recognized that A.A. plays an important role in the treatment of many with alcohol problems. However, it is now imperative that the populations which can benefit from A.A. be identified and that the over-all treatment efficacy of A.A. be explored-not just as a solitary intervention, but also in combination with other approaches.
For the reasons cited above, we are greatly concerned that the viability of A.A. be maintained. Nevertheless, it seems clear that the strength and credibility of the organization can only be preserved through a recognition by A.A. leaders and A.A.-allegiant treatment providers that while the organization serves a vital function for its members, it cannot continue to do so by excluding other views and treatment alternatives. Such a change in orientation may be difficult to implement, but it is surely preferable to the credibility crisis which is likely to occur in the absence of such changes. The author fails to clarify his position when he identifies those he considers to be most appropriate candidates for controlled-drinking therapy. He states that abstinence may not be a realistic goal for "nonaddictive alcoholics." Most workers in alcoholism treatment would consider this phrase to be a contradiction in terms. An "alcoholic" is today defined by most people in the field as being addicted. In his classic work, Jellinek (5) included under the "genus" of alcoholism several nonaddicted "species." He later regretted having stretched the definition of alcoholism so thin, but he believed himself locked into his earlier terminology. He did indeed then lump together under the term "nonaddictive alcoholics" those species who showed no biological dependence on alcohol. But, significantly, he added (6): "Strictly speaking, the disease conception attaches to the alcohol addicts only." By general agreement the word "alcoholic" is today taken to mean addict, and nonaddicted overdrinkers are referred to as "problem drinkers," "al- obviously implies that there are later stages, and therefore he accepts the concept that alcoholism is "progressive." As he thanks A.A. and the National Council on Alcoholism (N.C.A.) "for leading the battle to define alcoholism as a disease," he seems to accept the disease concept, i.e., addiction, somewhere along the line of the alcoholic's progress. If he implies that late-stage alcoholics are addicted, then an earlystage nonaddicted alcoholic would be one so diagnosed before he or she shows any symptoms of the disease. This is much like diagnosing malaria before the patient has been bitten by the mosquito.
On the other hand, if Tournier is really reiecting the disease concept entirely, he is following the behaviorists' dictum that alcoholism has no biological correlates and is merely a naughty habit. If this is his intent, he has ignored or dismissed the massive and competent research on the medical and biological aspects of alcoholism. It would be nice if the behaviorists' claim were validated and it were reliably demon- I would urge us not to iniure A.A. by demanding it be a scientifically oriented organization. Self-help groups and movements survive by dogma and faith. The scientific method of doubting, testing and selfscrutiny is anathema to such groups. Tournier certainly does not suggest that we change A.A. or abandon it, and with that point I am in total agreement. trolled drinking. As if frightened by his own audacity, Tournier is careful not to criticize A.A. too severely. He ends his paper by stating that this organization still has a vital role to play but that this should not stifle the development of alternate strategies to deal with the whole range of drinking problems.
A.A. is one of an expanding number of self-help approaches aimed at changing pathological behaviors, such as overeating, underexercising, excessive nervousness, smoking and the misuse of alcohol and other drugs. A number of these groups (e.g., to achieve weight loss or the control of smoking) have expanded into highly profitable, nationwide business enterprises. While many of these self-help organizations have degenerated into quackery or even outright fraud, some seem to do a pretty good iob and may well have a higher success rate than that achieved by professionals (2). The development of this "alternative health care system" has been explained as a reaction to the "official system," in which treatment is provided in hospitals and clinics by highly trained professionals, with the patient relegated to playing a rather passive role in his own care.
To my mind, there exist fundamental differences between the professional and lay approaches to the care of a disability. The philosophy (belief system) of a lay group usually develops out of the personal experiences of its founding fathers whose charisma draws people to them. Help (salvation) comes from identifying closely with the group and by assiduously following its teachings. Failure comes from deviating from the established truths, and individual interpretation is strongly discouraged. The scientific approach, by contrast, is to be suspicious of dogma and to seek change through dispassionate testing of hypotheses. The scientist who studies a disease process examines the various forces at work at the same time and measures their relative importance. Treatment, therefore, cannot be applied in a stereotypical way but would vary according to the diagnosis and the needs of the individual patient (3). When Tournier criticizes A.A. for its doctrinal rigidity, he is really contrasting the scientific and the lay approaches to treatment. In many aspects of health care (e.g., the treatment of infections, cancer, heart disease) the scientific approach is now the dominant force, but it is still less than certain that professionalism and the scientific methods have improved the treatment of alcoholism beyond what self-help groups can achieve. The recent and highly important paper by Edwards and his colleagues (4) makes us question seriously whether the lengthy and expensive treatment approach to alcoholism that is offered throughout the Western world is really better than simply offering the patients some advice. I have little doubt that when the scientific community comes up with a cure for alcoholism, we will rapidly see its adoption and the equally rapid demise of all the dogmas and make-shift "treatments" that now characterize the field. Unfortunately, that day still seems far away.
In spite of all the public information about the evils of alcohol mis-use and the value of early intervention, it remains a fact that relatively few alcoholics voluntarily seek help until their condition is well advanced and has entered a chronic stage. (Alcoholics can be coerced into treatment at an early stage of the illness, through employee programs or after a drunken-driving offense, but they often show a great reluctance to cooperate.) Delay in seeking help is, of course, not unique to alcoholics. Hackett and his colleagues (5, 6) have examined patients' delay in seeking help for myocardial infarction or cancer. By using denial and other defenses, a person is able to hide his illness even from his own awareness. When he accepts that he is ill, he may delay even longer before seeking help. Hackett and his colleagues found that patients whose condition is first discovered during a medical check-up are most likely to enter treatment early. Worry and incapacity are also likely to bring them to treatment. However, the advice of a friend or public information efforts seem to be rather ineffective.
Tournier's efforts to explain an alcoholic's reluctance to seek help as a product of A.A.'s dominance is too simplistic. In my view, this delay and denial of illness are the product of a variety of factors, such as the widespread acceptance of alcohol in our society, the lack of a clear distinction between social and excessive use, the pleasure people derive from alcohol, their unwillingness to give up something that plays so important a part in their lives, the reluctance of professionals to confront a person who has a drinking problem, the public image of the alcoholic as a Skid Row bum, and so on. By focusing so heavily on the alleged dominance of A.A., Tournier has failed to note that many other forces are at work and that great areas of ignorance about alcoholism and its treatment remain. There is still a lot of research that needs to be done. I would suggest a closer examination of the psychology of denial and delay to understand why alcoholics wait so long before seeking help. Furthermore, we should look more closely at the similarities and differences between the lay and the professional approaches to care. Most important, since our present methods are not very effective, we should redouble our efforts to understand alcoholism and develop new approaches to care. Change brings uncertainty and even hostility, but this should not deflect the scientist from his task. Comparative and revealing data from an unpublished study conducted in metropolitan Boston -ø are available to supplement some of Tournier's observations. The findings were derived from an area probability sample of the Boston Standard Metropolitan Statistical Area.
The survey instrument was administered in 1975 and 1976 to 1043 respondents in 69 cities and towns. Eight problem areas were identified (alcohol, aging, child behavior, counseling, employment, financial, homemaker and home health). All of the respondents were asked where they would go for help if they or someone else in the family had the problem, whether the problem was present in the family, if present where did they go for help, and finally whether the problem had been adequately resolved. Several findings from that unpublished study bear upon Tournier's paper and will be cited here.
More people (78g) were able to identify sources of help for alcohol problems than for any of the other seven problem areas. More people (61g) identified A.A. as the source they would use for help than any other source for any other problem. The next most cited source, the public employment service, was selected by 29g of the respondents. Of the 1043 respondents, 13g identified alcohol problems in their family, making it the fourth most frequent problem, but only 287o of those so identified sought outside assistance. Only homemaker services were in less demand. Of those who did seek outside help, 34g went to physicians (20g to psychiatrists and 14g to other medical specialists), 23g sought out A.A., 18g private agencies, 10•oo public agencies and 8g their clergyman.
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